Domestic violence against men is rare in Nigeria. This study was aimed at assessing the prevalence of domestic violence against men, the sociodemographic characteristics of victims, and the pattern of injury sustained in a primary care setting. This was a retrospective study over a period of 5 years in which all the medical records of patients were retrieved and information on domestic violence extracted from them and transferred to a data sheet. Those whose records were grossly deficient were excluded from the study. A total of 220,000 patients were seen of which 48 (22 per 100,000) were victims of domestic violence. There were only five married male victims with a prevalence of 0.0023%. The injuries observed were scratches, bruises, welts, and scalds. The primary care physician needs a high index of suspicion to be able to detect it.
Domestic violence is violence that is perpetrated by intimate partners and other family members, and that is manifested through physical abuse, sexual abuse, psychological abuse, economic abuse, and acts of omission (UNICEF IRC, 2000) . Domestic violence is therefore a mix of physical and coercive behaviors designed to manipulate and dominate another competent adult or adolescent (Kerr, Levine, & Woolard, 2007) to achieve compliance and dependence. The term intimate partner violence (IPV) is often used synonymously, other terms have included wife beating, wife battering, man beating, husband battering, relationship violence, domestic abuse, spousal abuse, and family violence with some legal jurisdictions having specific definitions (Campbell, 2002) . This article will use the term male victims of domestic violence.
Intimate partner violence is gender based and is a serious public health problem that cuts across nations, cultures, religion, and class (Ilika, Okonkwo, & Adogu, 2002; Olufunmilayo, Adedibu, & Adeniran, 2005) . It is perpetrated by, and on, both men and women. It can occur in same-sex and opposite-sex relationships. Awareness and documentation of domestic violence differs from country to country. Estimates are that only about a third of cases of domestic violence are actually reported in the United States and the United Kingdom (Tjaden & Thoennes, 1998) . Lower number of reported cases will therefore not be surprising in less developed societies with less attention and less support. The under-reporting of domestic violence was opined by Watts and Zimmerman (2002) to be almost universal and may be due to the sensitive nature of the subject.
Domestic violence against men is a term describing violence that is committed against men by the man's intimate partner (Sugg, Thompson, Thompson, Majuro, & Rivara, 1999) . It is a rare finding (Tjaden & Thoennes, 1998) . This rarity has relegated it to a level of minimal importance; hence Taft, Hegarty, and Flood (2001) in their review concluded that although male victims of domestic violence certainly exist, male victims of other forms of male violence are more prevalent. Taft et al. (2001) therefore suggested that a focus on gendered risk of violence in public health policy should target male-tomale public violence and male-to-female intimate partner abuse with no mention of female-to-male abuse. With the rise of the men's movement, and particularly men's rights, there is some advocacy for men as victims, indicating that their suggestion is not generally acceptable.
Though Stets and Straus (1990) posited in their 1985 survey that when violence is measured by acts, women are as violent as men but when violence is measured by injuries men are more violent, several authors have consistently reported higher prevalence figures of domestic violence against females as compared with males (Coker et al., 2002; Rennison, 2003; Tjaden & Thoennes, 2000) . Most assaults are relatively minor and consist of pushing, grabbing, shoving, slapping, and hitting. The major assaults included rape (Tjaden & Theonnes; 2000) and homicide (Fox & Zawitz; 2004) .Women in their 20s were more likely to aggress than women aged 30 years and more.
In Nigeria, the reasons for domestic violence have been identified to include drunkenness, infidelity, and financial misappropriation (Ilika et al., 2002) . Fiebert and Gonzalez (1997) in the United States reported that women appeared to aggress because they did not believe that their male victims would be injured or would retaliate and also wished to engage their attention, particularly emotionally.
In Eastern Nigeria, cultural norms seem to favor domestic violence. Victims are less likely to report domestic violence to the police or open up to health care workers to avoid breaking traditional norms or incurring community sanctions (Ilika et al., 2002) . Among the Ijaws in South Southern Nigeria where this study was conducted, marriages are contracted mainly by customary rites and can be dissolved by the community council of chiefs or customary court if there is a justifiable reason. Domestic violence against men is culturally regarded as a very serious offence. Instruments considered normal in exercising authority or discipline by a victim include abandonment, refusal of food cooked by the woman, denial or withholding of sex or money for food, and divorce. It also attracts punishment in the form of fines with public apology from the perpetrator which is enforced by the victims' peers. Reporting to the hospital occurs in severe and recurring situations when the peers can no longer intervene and it is for the sole purpose of obtaining medical reports to seek legal redress against the perpetrators before the community chiefs' council or customary/ magistrate court which ends with dissolution of the marriage in most cases.
In domestic violence, man is culturally assumed as the aggressor and the victim a female. Current research provides little insight into the risks a man faces if he is assaulted by a woman in an intimate relationship. Family violence research has focused on the relative risks that men and women face and mask the high number of men at risk, because of the large number of women who are injured as a result of domestic violence. Our judicial systems are based on the premise that guilt follows the offender, not the offended. The opposite is the case in domestic violence against men in which shame and guilt becomes the hallmark of the victim with resultant possible multiple psychological effects such as drug and alcohol abuse, mood disorders, and suicide (Heise, Ellsberg, & Gottenmoeller, 1999) . No work has been identified done on domestic violence against men in Nigeria. This study is therefore aimed at assessing the prevalence of domestic violence against men in the General Outpatient Department, in the University of Port Harcourt Teaching Hospital, Nigeria.
Materials and Method Study Design
This was a retrospective study which lasted for 6 months in which the medical records of all the patients that were seen at the General Outpatient Department of the University of Port Harcourt Teaching Hospital, Port Harcourt, Nigeria over a period of 5 years (2000) (2001) (2002) (2003) (2004) (2005) were assessed for relevant information on domestic violence against men.
The plan for the research started with the primary investigators sending the proposal of the study to the ethical committee of the teaching hospital for approval. The head of Department of Family Medicine was asked for permission to recruit participants from among the junior residents to assist in screening the patients' medical records. They were provided with a concise description of information required. The specified inclusion criteria of the study were medical records of all adult patients who attended the general out-patient clinic within the study period who had complete required data. The exclusion criteria were the records that were deficient of the required information.
The Setting
The study was carried out at the General Outpatient Department of the University of Port Harcourt Teaching Hospital. It is a well-known 500-bed tertiary health care delivery center.
Location
The hospital is located in Port Harcourt, an industrial, commercial, cosmopolitan city, and capital of Rivers State in the oil-rich Niger Delta in the south-south region of Nigeria, which is inhabited mainly by the Ijaws. The hospital is well-staffed with specialists in all the departments. Patients are usually referred from other clinics and hospitals. A "walk in policy" also operates. A monthly average of 4000 patients is seen and treated in general out-patient department.
Measures

The International Classification of Primary Care-Second Edition
International Classification of Primary Care-Second Edition (ICPC-2) classifies patient data and clinical activity in the domains of general/family practice and primary care, taking into account the frequency distribution of problems seen in these domains. It allows classification of the patient's reason for encounter (RFE), the problems/ diagnosis managed, interventions, and the ordering of these data in an episode of care structure (WHO, 2006) .
Based on the classification in the ICPC-2, patients with history of relationship problem with partner (such as reporting that he was physically assaulted by an intimate partner) were diagnosed as cases of domestic violence against men. Further information from the records included their address, age, marital status, socioeconomic class, and types of injury. The socioeconomic classes of the patients were being determined using the occupational hierarchy developed by Oyedeji (1985) . A total of five categories were defined from high to low as follows.
Class 1. Senior public servants, highly skilled professionals (e.g., doctors, engineers), managers, and top government and business executives. Class 2. Intermediate grade public servants, for example, senior school teachers, technicians, nurses. Class 3. Semiskilled: junior grade public servants, drivers, artisans, junior clerks, the rank and file of the police force, and so on. Class 4. Unskilled: petty traders, labourers, messengers, and so on. Class 5. Unemployed, full-time housewives, students, and subsistence farmers.
Retirees were classified based on their preretirement occupations. Information obtained was entered into a questionnaire specially designed by the primary investigators.
Interaction With Patients
The male patients who were diagnosed as victims of domestic violence in their records were traced to their homes for face to face interviews. The interviews were conducted in 2006 by the investigators in the company of a social welfare worker from the hospital. Prior to each interview, time was spent to secure a mutual understanding of the purpose of the visit. Wives, if present, were politely excused from the scene to ensure confidentiality.
The interview was limited to physical abuse. Each participant decided what he wanted to share and could withdraw from the interview at any time and could do so without justification. An arrangement was made with a psychiatrist for referrals if the interview should trigger a need for therapeutic assistance. This did not happen and none of the participants withdrew. To facilitate disclosure, interviewers asked questions with the respondent alone in attendance. Information was obtained on risk factors such as drunkenness, witnessing or experiencing violence as a child, wife abuse, extramarital relationships, and their coping responses to trauma, such as aggressiveness, fear, anger, anxiety or hypervigilance, disturbance of eating or sleeping patterns, substance abuse, suicide, and divorce.
At the end of the interview, three of them expressed appreciation for the interest shown in their situation.
Statistical Analysis
The information obtained from the questionnaires were transferred into Microsoft excel spread sheet for analysis which was done using Statistical Package for Social Sciences (SPSS) version 11 and Microsoft Excel. The prevalence of domestic violence against men, mean age and standard deviation were calculated. Other results were expressed in percentages.
Results
Over a 5-year (2000) (2001) (2002) (2003) (2004) (2005) review period, a total of 220,073 patients' records were seen out of which 73 were deficient of the required information. There were 70,400 (32%) males and 149600 (68%) females. A total of 48 victims of domestic violence were identified of which 5 (10.4%) were males. The prevalence of domestic violence in the clinic was 0.022%. The prevalence of domestic violence against men was 0.0023%. The age distribution of the patients seen in the clinic ranged from 17 to 79 years with a mean of 45.86 ± 6.18 years. Most of the patients were in the 30 to 49 years age bracket consisting of 41,751 (28.67%) males and 103,877 (71.33%) females.
The following are summaries of the case reports of the men abused by their wives.
Case 1
A 36-year-old mechanical engineer (social class 1) working on an oil drilling platform presented with 2-day history of wound on the right leg. The injury was said to have been sustained during a fight with his wife who in annoyance poured hot water from a kettle on his leg. There had been previous episodes of disagreements with her in which she had physically abused him. He reported this present episode to the police and was asked to obtain a medical report from a physician. He refused divulging the cause of the disagreements. Physical examination revealed scratches on the neck, bruises on the head, and superficial burns on the right calf which was painted with gentian violet. A diagnosis of husband abuse was made. The burns wound were cleaned and he was placed on daily Silver Sulfadiazine (dermazin) topical cream dressing. He was further given booster dose of tetanus toxoid, ampiclox capsules 500 mg, 6 hourly, acetaminophen tablets 1 g, 8 hourly, and vitamin C tablets 100 mg, 8 hourly, for 5 days, respectively. He was also given the medical report for the police.
Case 2
A 43-year-old commercial bank manager (social class 1) presented in the company of a policeman with a 1-day history of wounds on the head, neck, and right arm. He had had a scuffle with his wife who had been suspecting him of infidelity because he was always returning home late from work. He came for the purpose of obtaining medical report from a physician for the police. Physical examination revealed bruises on the head and right arm, scratches on the neck, and welts on the left upper arm. A diagnosis of domestic violence against husband was made. He was treated, given the medical report, and counseled on adjusting his work schedule to avoid further occurrences.
Case 3
A 42-year-old laborer (social class 5) with no formal education presented with scratches on the face and neck and bruises on the face. He was accompanied by his brothers who felt that the wife was unnecessarily aggressive and domineering. She was accused of irrationally demanding for money which he did not have, considering his occupation, hence will not want the marriage to continue. A diagnosis of domestic violence against husband was made. He was treated, counseled on ways of improving his income, and referred to the hospital social workers for further management.
Case 4
This 47-year-old farmer (social class 4) with secondary education was brought to the hospital by his wife and a policeman, with bruises on the head and scratches on the right upper arm. The injuries were sustained about 5 hours after a fight with the wife. He was said to be a problem drinker and was in the habit of beating his wife when drunk. He sustained these injuries when the wife reacted in self-defense and reported the incidence to the police. A diagnosis of domestic violence was made. He was treated of his wounds and referred to the psychiatrists for further management.
Case 5
This 51-year-old trader (social class 4) with secondary education reported to the hospital with scratch marks on the face and bruises on the hand. These injuries were sustained during a fight with the wife. He claimed that his wife was making excessive financial demands which he could not satisfy hence the frequent disagreements, culminating in fights. He reported to the police and was referred to the hospital to obtain medical report. A diagnosis of domestic violence against husband was made. He was treated, given medical report, and counseled on how to improve his income.
The age distribution of the men who suffered domestic violence ranged from 35 to 55 years, which constitutes the productive age group. The distribution of the men who suffered domestic violence by their educational status shows that none with primary education was abused but two of them were university graduates, two secondary school leavers, and one had no formal education. The men who suffered domestic violence belonged to social classes 1, 4, and 5 with none in classes 2 and 3. The injuries observed were scratches, bruises, welts, and scald.
Result of Interactions With Male Victims of Domestic Violence
Three of the men had abandoned their wives at the recorded addresses hence were traced to their new abode. All the abused men were interviewed more than once and the total amount of interview time was roughly 32 hours. Number of abuses ranged from 3 to 15 episodes for a duration of about 1 year. Experiences of approximately 3 to 5, 5 to 10, and 10 to 15 episodes of violence per year were noticed in 2 (40%), 2 (40%), and 1 (20%) of the subjects, respectively. The risk factors for violence which were identified during the interaction included drunkenness 4 (80%), witnessing or experiencing violence as a child 2 (40%), wife abuse 2 (40%), extramarital relationships 3 (60%), and economic demands 4 (80%). Their coping responses to trauma include aggressiveness 1 (20%), fear 2 (40%), anger 3 (60%), anxiety 2 (40%), disturbance of eating 2 (40%) or sleeping patterns 1 (20%), and divorce 3 (60%).
Discussion
The prevalence of 0.0023% found in this study is low compared with the findings by Tjaden and Thoennes (2000) that 3.2% men were raped or physically assaulted by an intimate partner and Rennison (2003) who found 3% of nonfatal violence against men. Coker et al. (2002) found that 22% of men had experienced physical, sexual, or psychological intimate partner violence during their lifetime. Also, in a study involving eight different South African countries (Andersson, Ho-Foster, Mitchell, Scheepers, & Goldstein, 2007) , prevalence figures of 7% in Malawi, 7% in Mozambique, and 27% in Zambia were reported.
The low prevalence in our study could be attributed to the fact that it is a hospital-based retrospective study as compared with the community-based prospective studies involving large population with resultant reduced sampling error and concomitant increase in prevalence figures. Men living with male intimate partners experience more intimate partner violence than do men who live with female intimate partners. The consideration of male-female relationships in this study could have equally reduced the prevalence figure in this study. Coker et al. (2002) gave consideration to psychological violence in their study, which could have accounted for the higher prevalence compared with this study. The definition of psychological violence is quite subjective because what constitutes psychological violence in one culture may be acceptable in other cultures (Ilika et al., 2002) . Psychological intimate partner violence is not regarded culturally as violence among the South Southern Nigerians involved in this study.
The low prevalence in our study could also be attributed to the fact that men are less likely to call the police or report in the hospital, even when there is injury, because, like women, they feel shame about disclosing family violence. But for many men, the shame is compounded by their inability to keep their wives under control. As mentioned earlier reporting to a third party in the locality of this study implies that the violence is severe enough to warrant divorce. Second, the nonavailability of any formal program or organization in Nigeria to care for victims or perpetrators of intimate partner abuse (Itimi, 2008) may have discouraged victims from reporting to the hospital or the police. Third, this study being limited to the general outpatient department (primary care setting) excluded data from other sites such as the emergency department, inpatient wards, or mental health settings and could have contributed to the low prevalence.
Screening for domestic violence is not a routine part of medical visits in Nigeria. Barriers to screening have been identified to include the lack of clinical guidelines and the brevity of most medical visits, clinicians' discomfort with the topic, lack of access to services to deal with the perpetrator, and misconceptions about the typical victims of abuse (Cohen, De Vos, & Newberger, 1997; deLahunta & Tulsky, 1996; Sugg & Inui, 1992) . Because it is not viewed as a public health issue in Nigeria as in most developing countries, there is no hospital policy for victims of domestic violence hence, physicians diagnosing domestic violence against men, may possibly have had special interest in the subject, with resultant high index of suspicion especially if they do not report.
There was no specific age group, educational status, and social class identified as being abused in this study. This is in consonance with the study by Andersson et al (2007) in eight South African countries where high rates of domestic physical violence were conspicuously independent of education, household size, household income, and remunerated employment. In South Eastern Nigeria, Ilika et al. (2002) and Olufunmilayo et al. (2005) in South Western Nigeria made similar observations. Even in the United States, findings in the study by Straus and Gelles (1990) showed that neither victims nor batterers fit a distinct personality or socioeconomic profile.
Studies consistently found that women use weapons more often in assaults than do men (∼80% for women; ∼25% for men). Women are significantly more likely to throw an object, slap, kick, bite, or hit with their fist or an object (Straus & Gelles, 1990) . Injuries sustained from the weapons listed above are consistent with the types of injuries (scratches, bruises, welts, etc.) found in this study.
Interactions with the male victims of domestic violence showed that they had episodes of abuse men ranging from 3 to 15 within a period of 1 year. This is quite high considering the patriarchal society where this study was conducted and could have accounted for the report to the hospital for care of their injuries and possibly obtaining medical reports for the purpose of seeking dissolution of the marriage by the council of chiefs or the customary court.
Even though community-based household surveys and studies may be risky to the parties involved including the investigators (Leung, Leung, Lam, & Ho, 1999) , the use of the hospital social worker who had wide range of experience in home visits created a lot of confidence in the investigators hence, were able to trace the three men who had deserted their wives. The identified risk factors for violence which included drunkenness 4 (80%), witnessing or experiencing violence as a child 2 (40%), wife abuse 2 (40%), extramarital relationships 3 (60%), and economic demands 4 (80%) were similar to findings in other studies (Fiktee & Bhah, 1999; Ilika et al., 2002; Leung et al., 1999; ) . Domestic violence against men resulting from wife abuse seen in two of our subjects resulted from violent resistance which was described by Johnson (2001) as that which is used in response to intimate terrorism. He described intimate terrorism as occurring among couples where one is violent and controlling with a partner who is either nonviolent or violent and noncontrolling. Drunkenness has been associated with domestic violence by Coker, Smith, McKerown, & King (2000) in United States. It is associated with staying out quite late into the night and away from home hence, evoking suspicion of infidelity and jealousy which trigger partner disharmony and violence (Ilika et al., 2002) . Their coping responses to trauma, such as aggressiveness 1 (20%), fear 2 (40%), anger 3 (60%), anxiety 2 (40%), disturbance of eating 2 (40%) or sleeping patterns 1 (20%), and divorce 3 (60%) are consistent with findings by Leung et al. (1999) .
Conclusion/Recommendations
The prevalence of husband battering is low in this study probably due to underreporting. Battered husbands cut across all ages, educational levels, and socioeconomic classes. Male victims of domestic violence deserve the same recognition, sympathy, support, and services as do female victims. The hospital should develop a policy for domestic violence. Medical schools may need to lay special emphasis on domestic violence in their curriculum to make doctors more comfortable in dealing with such cases and also develop high index of suspicion.
